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RESEARCH ARTICLE
Inter-rater reliability and acceptance 
of the structured diagnostic interview 
for regulatory problems in infancy
Lukka Popp1, Sabrina Fuths1, Sabine Seehagen4, Margarete Bolten2, Mirja Gross‑Hemmi2, Dieter Wolke3 
and Silvia Schneider1*
Abstract 
Background: Regulatory problems such as excessive crying, sleeping–and feeding difficulties in infancy are some of 
the earliest precursors of later mental health difficulties emerging throughout the lifespan. In the present study, the 
inter‑rater reliability and acceptance of a structured computer‑assisted diagnostic interview for regulatory problems 
(Baby‑DIPS) was investigated.
Methods: Using a community sample, 132 mothers of infants aged between 3 and 18 months (mean 
age = 10 months) were interviewed with the Baby‑DIPS regarding current and former (combined = lifetime) regula‑
tory problems. Severity of the symptoms was also rated. The interviews were conducted face‑to‑face at a psychology 
department at the university (51.5 %), the mother’s home (23.5 %), or via telephone (25.0 %). Inter‑rater reliability was 
assessed with Cohen’s kappa (k). A sample of 48 mothers and their interviewers filled in acceptance questionnaires 
after the interview.
Results: Good to excellent inter‑rater reliability on the levels of current and lifetime regulatory problems (k = 0.77–
0.98) were found. High inter‑rater agreement was also found for ratings of severity (ICC = 0.86–0.97). Participants and 
interviewers’ overall acceptance ratings of the computer‑assisted interview were favourable. Acceptance scores did 
not differ between interviews that revealed one or more clinically relevant regulatory problem(s) compared to those 
that revealed no regulatory problems.
Conclusions: The Baby‑DIPS was found to be a reliable instrument for the assessment of current and lifetime 
problems in crying and sleeping behaviours. The computer‑assisted version of the Baby‑DIPS was well accepted by 
interviewers and mothers. The Baby‑DIPS appears to be well‑suited for research and clinical use to identify infant regu‑
latory problems.
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Background
For infants, major developmental tasks in the first months 
of life include adapting to the postnatal environment 
(e.g., to calm down when irritated), ingesting food and 
gaining weight and developing a sleep-wake-regulation. 
To master these tasks, infants rely on parental support 
to regulate their behavior [1–3]. If behavior regulation in 
infants does not develop appropriately, regulatory prob-
lems (RPs) in the form of excessive crying, feeding and 
sleeping difficulties can emerge as the earliest indicators 
of mental health difficulties in childhood.
Prevalence rates of RPs differ according to assessment 
method, age and definition. Recent studies have shown 
that approximately 12–25 % of infants in the first year of 
life are identified with sleeping problems [4], 16  % with 
excessive crying [5] and 1.5–3  % with feeding problems 
[6, 7]. Between 4 and 10  % of the infants show RPs in 
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two of these areas [8]. About 1–2 % of 1-year-old infants 
exhibit all three problems simultaneously. This last group 
of infants is classified as suffering from a regulation dis-
order [5, 9].
Recent studies have shown that problems arising from 
RPs are not restricted to infancy. There are associations 
between RPs in infancy and emotional, behavioral and 
cognitive impairments in later childhood. In a meta-
analysis including 22 studies conducted between 1987 
and 2006, Hemmi and colleagues [10] found that children 
with RPs in infancy exhibited more behavioral problems, 
in particular externalizing problems, at later ages (age 
ranged between 1.3 and 10 years) compared to children 
without previous RPs. Further research indicated that 
the severity and number of early RPs predict unfavorable 
developmental outcomes such as delayed cognitive devel-
opment and compromised social skills [9, 11]. Thus early 
detection of RPs during infancy appears to be crucial for 
preventing mental health issues and negative develop-
mental outcomes in the long term.
For diagnosing RPs, a multi-method approach is rec-
ommended to obtain information about the infant’s 
behavior, the parent–child relationship and parental 
psychological strain [e.g., 1, 12–14]. Ideally, assessment 
of RPs includes a pediatric examination and structured 
observations of infant behavior with the help of a diary. 
Additionally, parent–child interactions ought to be evalu-
ated live or from videotapes. Infant’s and parents’ mental 
health status should be assessed using questionnaires and 
diagnostic interviews [1].
Diagnostic interviews are the gold standard for detect-
ing and differentiating clinically significant difficulties 
from symptoms that are not clinically relevant [15–17]. 
Yet, to our knowledge there are no structured diagnostic 
interviews available to assess RPs in the first year of life. 
Among other advantages, structured diagnostic inter-
views facilitate the exchange between the clinician and 
the caretaker and allow collecting relevant information 
within an acceptable time span [18, 19]. Having a reliable 
structured diagnostic interview for the assessment of RPs 
in infancy is therefore desirable.
In addition to the reliability and validity, a structured 
diagnostic interview must be feasible and therefore 
accepted by interviewers and interviewees to guarantee 
its use. Feasibility refers to how successful the implemen-
tation of the interview will be and acceptance is defined 
as the participants’ reaction to and in this case the eval-
uation of, the interview [20]. Studies with clinical and 
community samples of adults and children showed that 
structured diagnostic interviews for mental disorders are 
highly accepted across different clinical settings [21–25]. 
In contrast to the setting, the presence of mental disor-
ders was found to influence the participants’ acceptance. 
Structured diagnostic interviews were rated less posi-
tively by adults and children with mental health disorders 
compared to participants without mental health prob-
lems [21]. The authors suggested that the referred par-
ticipants felt more uncomfortable by talking about their 
problems and that the interviews took longer what might 
have been rated more negative than shorter interviews.
In the present study, the inter-rater reliability and 
acceptance of a structured computer-assisted diagnos-
tic interview for regulatory problems (Baby-DIPS) was 
investigated. The interviewers and interviewees were 
asked to rate their acceptance of the computer-assisted 
Baby-DIPS [26] that was conducted at the mothers’ home 
or at a psychology department. Based on earlier find-
ings [21–25], we expected comparable and high accept-
ance from interviewers and interviewed mothers across 
the two settings. We further investigated if the mothers’ 
acceptance of the Baby DIPS differed depending on the 
presence or absence of RPs in their infants. In line with 
previous studies we predicted that interviews that did 
not detect any RPs would be rated more positively by 
the participants compared to interviews that did indicate 
one or more RPs. In sum, the overall goal of the present 
study was to evaluate the (1) inter-rater reliability and 
(2) acceptance of the Baby DIPS in different settings (i.e., 
psychology department versus home) and as a function 
of infants’ diagnostic status (i.e., presence versus absence 
of any RPs).
Methods
Participants
The final sample consisted of N  =  132 mothers. Inter-
views with six additional mothers were scheduled but 
could not be conducted due to the mothers cancelling 
their appointments without giving a reason. Data from 
this community sample were collected in the context of 
four different research studies at two sites, 87.9 % Univer-
sity of Basel, Switzerland and 12.1 % at Ruhr-Universität 
Bochum, Germany. Seventy-five percent were first-time 
mothers. The infants (50  % girls) were 10  months and 
15  days old on average (range: 3;25–18;15). The major-
ity of the German-speaking mothers had a Swiss (60.6 %) 
or a German nationality (37.1  %). The mothers’ mean 
age was M  =  33.3  years (SD  =  4.73) and the major-
ity was highly educated (56.8  % had an A-Level) and 
lived in a relationship (98.5  %). Across studies, the par-
ticipants were similar in terms of the infants’ gender 
(girls = 47.4–53.3 %) and mothers’ age (M = 32.9–34.0; 
SD = 4.1–5.3). Also, in all four studies more than 50 % of 
mothers reported an A-Level and more than 98 % were 
in a relationship with the biological father. There was a 
difference between the four studies regarding the infants’ 
age (M = 5.6–11.8 months; SD = 0.5–3.4 months).
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The acceptance of the interview was assessed in one of 
the four research studies. Here, a questionnaire was com-
pleted by a sample of 48 mothers either at the mother’s 
homes (n = 17, 35.4 %) or at the psychology department 
of the University of Basel (n  =  31, 64.6  %). Two addi-
tional data sets were excluded because fathers had com-
pleted the acceptance questionnaires. Characteristics 
of the group of mothers who completed the acceptance 
questionnaire were similar to those of the entire sample 
(Mage = 32.9 years, SD = 4.72; 52 % A-Level). Across par-
ticipants, three interviewers completed the interviewer’s 
version of the acceptance questionnaire (interviewers’ 
mean age was M = 26.21, SD = 7.93).
Participant recruitment and selection procedures
Mothers were recruited via personal contact, public 
health services, flyers, newspaper announcements, mid-
wives, hospitals and gynecologists between February 
2008 and June 2014. The Baby-DIPS interview was part 
of the regular assessment procedure for ongoing studies 
that had all been approved by the local ethical commit-
tees at the departments of Psychology of the University 
of Basel or Ruhr-Universität Bochum. To be included in 
the studies, mothers had to have an infant aged between 
3 and 18 months without a diagnosed medical condition. 
Mothers were required to have a basic level of German 
literacy, allowing them to understand and respond to the 
Baby-DIPS interview questions.
Measures and interviewers
The Baby‑DIPS
The Baby-DIPS is a structured interview designed for the 
diagnosis of former and current RPs in infants and tod-
dlers up to 3  years of age. Lifetime diagnoses are made 
by combining current and former diagnoses. Thus, they 
indicate whether RPs have existed at any time in the 
lifespan, including the present time. The Baby-DIPS is 
an adapted German version of the structured diagnostic 
interview “Parent Interview II” from the GAIN STUDY 
(Growth in At-risk Infants; [27]). The Parent-Interview II 
was translated into German and complemented in terms 
of content and structure. The main differences accord-
ing to the diagnostic symptoms were the adaption of the 
Wessel’s rule for excessive crying and an age delimiter for 
the differentiation between sleep maintenance problems 
before and after the age of 6 months. Further questions 
(open and categorical) about typical thoughts, emotions 
and parenting behavior in the context of regulatory prob-
lems were added. Questions about the economic status, 
parent-infant attachment and life stressors were omitted.
The manual was additionally adapted to the well-estab-
lished structure of the diagnostic interviews of the DIPS 
family [28, 29]. These structured diagnostic interviews 
are developed for the assessment for mental disorders 
according to DSM throughout the life span and based on 
the same underlying structure. The main characteristics 
that are also included in the Baby-DIPS are to skip rules 
for a more efficient implementation, the assessment of 
former diagnostic symptoms to consider lifetime diag-
noses and the inclusion of a categorical (diagnoses) and 
dimensional (severity rating) coding system.
The Baby-DIPS assesses the clinical criteria of excessive 
crying according to the Wessel’s rule [30], feeding disor-
ders according to DSM-IV-TR [31] and sleeping prob-
lems according to an adaption of the research diagnostic 
criteria for preschool-age (RDC-PA, [32] for an overview 
see Table 1). Furthermore, the Baby-DIPS includes com-
prehensive information on the different regulation prob-
lems allowing diagnoses of sleeping problems not only 
according to the above mentioned criteria sets but also 
to DC:0-3R [33] and RDC-PA [32]. Within the sleep cate-
gory, two different problems are distinguished, a) settling 
at bedtime, b) sleeping through the night, plus the severe 
form of sleeping through the night. The existence of each 
problem results in the infant being diagnosed with an 
RP. Thus, an infant can be diagnosed with a maximum 
of four RPs in the Baby-DIPS (feeding, excessive crying 
and the two sleep problems). If all diagnostic criteria for 
a diagnosis are fulfilled the interviewer rates the severity 
of the symptoms on a scale from 0 (absent) to 8 (severe). 
A severity rating of four or higher indicates a clinically 
relevant diagnosis. Maternal settling behavior and related 
cognitions and emotions about the infants’ crying, feed-
ing and sleeping behavior are additionally explored 
within the Baby-DIPS. Furthermore, descriptive infor-
mation about the infant’s age, height, weight, siblings, 
medical history and complications during pregnancy 
are collected. The participant’s responses can either 
be recorded online (that is, computer-assisted) using a 
Microsoft Excel© spreadsheet or the protocol sheets can 
be printed out and filled in manually.
Acceptance questionnaires
The acceptance questionnaires for participants and 
interviewers (see Additional file  1: Appendix S1 and 
Additional file  2: Appendix S2) were adapted from the 
acceptance questionnaires for structured diagnostic 
interviews for adults by Suppiger and colleagues [24]. 
The questions were rephrased for the use with par-
ents of infants. The overall satisfaction with the inter-
view was assessed on a scale from 0 (not at all satisfied) 
to 100 (completely satisfied). Additionally, statements 
about the interview content and the general procedure 
were rated on a 4-point Likert scale from 0 (disagree) to 
3 (completely agree). Seven items were positively formu-
lated and seven items were negatively formulated. At the 
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end of the questionnaire there was space for comments. 
Questions about the use of a computer during the inter-
view, the willingness to participate again and the recom-
mendation of the interview were added to the acceptance 
questionnaire for the participants. Two questions regard-
ing the use of a computer during the interview and the 
nature of questions were added for the interviewers. That 
is, interviewers rated if they felt the questions were too 
private or too detailed.
Interviewers
Across the entire sample, interviewers were 14 female 
postgraduate psychologists. They completed a standard 
training on the use of the Baby-DIPS. The training con-
sisted of two steps. First, after the interview handbook 
was read and understood, the trainees rated two audio-
taped interviews and matched their clinical decisions 
with the rating of their clinical supervisor. The aim was 
that the diagnoses and severity ratings were in agreement 
(±1 score). Second, the trainees conducted two audio-
taped interviews with acquaintances that were compared 
to the coding of their clinical supervisor. The aim of the 
training was to achieve consistent diagnostic agreement 
on at least two interviews. Interviewers received regular 
group supervision as required to discuss questions, dif-
ficulties or diagnostic decisions.
Procedure
Informed consent to participate in the respective study 
was given by all participants. An appointment for the 
Baby-DIPS was arranged on the phone. The mothers’ 
answers in the interviews were either manually recorded 
during the interview using a printed version of the Baby-
DIPS (12 %) or during the interview on the computer. The 
interviews were conducted at the psychology department 
of the University of Basel (51.5 %), via telephone (25.0 %) 
or at the mothers’ home (23.5  %). All interviews were 
audio-taped so that a second blind rater could score the 
interview later to provide inter-rater reliability. The blind 
raters were Master students who received the standard-
ized Baby-DIPS training described above. The accept-
ance questionnaires were completed after the interview 
by both the interviewer and the mother. The mothers 
who completed the questionnaire at home sent it back 
to University of Basel by mail. Mothers and infants who 
participated at the University of Basel received an age-
appropriate toy for the infant to compensate for time and 
effort. The mothers who participated at Ruhr-Universität 
Bochum received a certificate about their participation in 
the research project and a colored picture frame.
Analyses
All statistical analyses were conducted with SPSS 22.0 for 
Mac OS X. The coding and re-coding of every interview 
by two independent raters meant that two scores for each 
interview were available to determine inter-rater reliabil-
ity. Inter-rater agreement of diagnoses were determined 
with Kappa values (k) [34], with k  <  0.4 indicating poor, 
0.4 to 0.6 moderate, 0.6 to 0.8 good and >0.8 excellent 
agreement [35]. Statistical significance of the kappa coef-
ficient was determined with χ2-exact tests. The Kappa 
coefficient is a standard measurement for the analysis of 
agreement on a binary outcome between two raters but 
it is often criticized for its dependence on the observed 
prevalence [36]. For this reason, kappa values are reported 
for diagnoses with a minimum base rate of ten percent 
[37, 38]. Furthermore, the percentage of total agree-
ment and Yule’s Y [39] as a chance-corrected, base-rate 
Table 1 Diagnostic criteria of regulatory problems assessed with the Baby-DIPS
Criteria Excessive crying Sleeping problems I  
(settling at bedtime)
Sleeping problems II  
(sleeping through 
the night)
Feeding problems
A The child cries for 
more than three  
hours per day
The child needs more than 
one hour to fall asleep
The child is older than  
6 months
Feeding disturbance as manifested by 
persistent failure to eat adequately 
with significant failure to gain weight 
or significant loss of weight over at 
least 1 month
B The child cries for more than 
3 days per week
The child awakes at least five 
times per week
The disturbance is not due to an associ‑
ated gastrointestinal or other general 
medical condition (e.g. esophageal 
reflux)
C The child cries for longer than 
3 weeks
The child awakes at least once 
between 12 to 5 a.m.
The disturbance is not better accounted 
for by another mental disorder (e.g. 
rumination disorder) or by lack of avail‑
able food
D Severe form: The child awakes 
repeatedly per night
The onset is before age 6
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independent measure of agreement was calculated for 
reasons of comparison [40]. The values of Yules Y range 
from −1 to 1 implying perfect negative or positive agree-
ment. Standards for the interpretability are not estab-
lished [41]. Inter-rater agreement of the severity ratings 
was evaluated by calculating the intra-class correlation 
coefficients (ICC) as a measure of reliability of continuous 
data [41]. ICC’s range from −1 to 1 and are interpreted as 
<0.20 poor, 0.30–0.40 fair, 0.50–0.60 moderate, 0.70–0.80 
strong and >0.80 almost perfect agreement [42, 43].
The patients’ and interviewers’ acceptance of the Baby-
DIPS was explored with descriptive measures. T-tests 
for independent samples were conducted to explore dif-
ferences in the satisfaction with the interview between 
mothers who were interviewed at home versus at the 
psychology department of the University of Basel and 
between mothers whose infants met at least one RP ver-
sus no problems.
Results
The interviews had a mean duration of M  =  43.79 
(SD =  13.95, Range 14–91) min. Seventy (53  %) infants 
of the interviewed mothers met diagnostic criteria for at 
least one RP (lifetime diagnoses). Frequencies of diagno-
ses are shown in Table 2.
Inter-rater reliability data is presented in Table 3. Over-
all, good to excellent inter-rater concordance on the 
Baby-DIPS diagnoses was found with kappa values of 
current (k = 0.77–0.85) and lifetime diagnoses (k = 0.83–
0.98). The raters also showed excellent agreement on 
the decision not to give a current (k = 0.80) or lifetime 
(k  =  0.92) diagnosis. Kappa values could not be calcu-
lated for all RPs with a lower base rates than 10 %.
The intra-class correlation coefficients showed strong 
to almost perfect agreement on the severity of current 
(0.86–0.90) and lifetime (0.92–0.97) diagnoses.
A total of 48 mothers completed the acceptance ques-
tionnaire about the computer-assisted version of the 
Baby-DIPS. Four mothers and two interviewers did not 
complete the scale measuring overall satisfaction but 
all other questions. The mothers’ overall mean satisfac-
tion rating with the interview was 88.57 (SD  =  11.03) 
with a range from 60 to 100. The mothers reported high 
acceptance of the Baby-DIPS over all items and in differ-
ent settings (see Table 4). An independent-samples t test 
showed no significant difference in the mean scores of 
the overall satisfaction with the interview between set-
tings (i.e., home or at the psychology department of the 
University of Basel), t(42)  =  1.45, p  =  0.16. Likewise, 
there was no significant difference in acceptance ratings 
between the mothers of infants with versus without an 
RP, t(42) = 1.51, p = 0.14.
The mean interviewer rating in terms of overall satis-
faction with the interview was M = 85.37 (SD = 13.97), 
ranging from 30 to 100 (Table  4). Independent-samples 
t-tests revealed no significant differences in overall sat-
isfaction scores between settings [t(44) = 0.14, p = 0.89] 
or infants who had versus did not have RPs [t(44) = 0.37, 
p = 0.71].
Discussion
The present findings indicate that the Baby-DIPS is a reli-
able and acceptable structured diagnostic interview for 
the assessment of RPs in infancy. Overall, inter-rater reli-
ability was good to excellent for current and lifetime RPs. 
Importantly, a high inter-rater agreement was also found 
for the absence of RPs. Similarly, a strong agreement 
between the raters on the severity ratings of assessed RPs 
was found. It should be mentioned that the inter-rater 
reliability was not assessed for feeding difficulties due to 
a low base rate (see Table  3). These findings cannot be 
compared to other interviews for RPs in infancy because 
the Baby-DIPS is the first structured diagnostic interview 
specifically for RPs adaptable to the first year of life. The 
Baby-DIPS showed similar levels of inter-rater agreement 
as the parent-version of the Kinder-DIPS [37], which has 
good inter-rater agreement on lifetime major diagnostic 
categories (k = 0.94–0.97).
Furthermore, the acceptance of interviewers and 
interviewees with the computer-assisted Baby-DIPS 
was assessed in the present study. The overall aver-
age satisfaction score with the interview was high for 
interviewers and participants across different set-
tings indicating that the Baby-DIPS was well accepted 
Table 2 Number (%) of current and lifetime regulatory problems according to the original interview data (rater 1)
Of the displayed data, infants met criteria for comorbid diagnoses with two (current: 17, lifetime: 29), three (current: 2, lifetime: 11) and four (current: 0, lifetime: 1) 
diagnoses. Every infant who met the criteria for the severe form of sleeping problems met also the criteria for the not severe form of sleeping problems
Regulatory problems (%)
Feeding Sleeping I (settling at bedtime) Sleeping II (through the night) Severe form of sleeping II Excessive crying
Current 1 (0.76) 8 (6.1) 26 (19.7) 19 (14.4) 2 (1.5)
Lifetime 2 (1.5) 22 (16.7) 42 (31.8) 31 (23.5) 27 (20.5)
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for diagnostic purposes both at the participants’ home 
and at the psychology department of the University of 
Basel. These data are in line with previous studies show-
ing that across different settings, structured diagnostic 
interviews are generally highly accepted and appreci-
ated by participants and clinicians who are experienced 
with structured interviews [21, 22, 24]. Aspects of the 
interview that were rated particularly favourably by par-
ticipants and interviewers were the number and type 
of questions, use of a computer during the diagnostic 
process and the relationship between interviewer and 
interviewee.
The overall positive acceptance rating from interview-
ers and participants supports the view that potential con-
cerns of therapists about patients feeling interrogated 
through the interview or that patients might perceive 
the relationship with the interviewer as negative during a 
diagnostic interview are unfounded [44].
Limitations and future directions
Several limitations of this study should be mentioned. 
First, other psychometric properties as the test-re-test 
reliability and the validity of the Baby-DIPS have not been 
assessed yet. Further investigation of these properties will 
be valuable to ensure that the Baby-DIPS consistently 
measures what it was designed to assess. Here, two major 
challenges could emerge: (1) Test-re-test reliability might 
well be influenced by infants’ rapid development. In our 
view, a re-assessment using the Baby-DIPS should occur 
within 4 weeks of the first interview (2). Diagnostic inter-
views have rarely been validated so far. This is likely due to 
a lack of an external criterion. Until now, there is no assess-
ment available that could be regarded as a gold standard or 
irrevocable truth for identifying RPs. The ratings of spe-
cific criteria always result from the interview and have not 
been obtained beforehand with an objective measure to 
check the sensitivity and specificity of the assessment [45]. 
Table 3 Inter-rater agreement on regulatory problems assessed with The Baby-DIPS (N = 132)
Where estimated prevalences do not equal or exceed 10 of the total observations (displayed in parentheses), kappa coefficients may underestimate agreement. 
Kappa coefficients are not calculated if no disorder is identified by at least one rater. Yule’s Y coefficients are incalculable if either cell frequency of the contingency 
tables equals zero. Significance of the kappa coefficients was determined with χ2-exact tests. Intra class coefficients (ICC) were calculated with a two-way mixed 
model, interpreting the single measure of the coefficients. Significance of the intra-class coefficients was detected with F-tests
* p < 0.05; ** p < 0.01; *** p < 0.001
Regulatory problems Frequencies
(Rater 1/Rater 2)
−/− −/+
+/− +/+
Estimated  
prevalence
 (%)
Total  
agreement 
(%)
Cohen’s  
kappa (SE)
Yule’s Y ICC (95 % CI)
Current feeding 130 1 1.5 (1.14) 99.2 – – 0.41 (0.26–0.54)
0 1
Sleeping I (settling at bedtime) 121 3 8 (6.06) 95.5 0.60 (0.15)* 0.78 0.73 (0.64–0.80)
3 5
Sleeping II (throught the night) 105 1 24 (18.18) 95.5 0.85 (0.06)*** 0.91 0.90 (0.86–0.93)
5 1
Severe form of sleeping II 111 2 17.5 (13.26) 94.7 0.77(0.08)*** 0.85 0.86 (0.80–0.90)
5 5
Excessive crying 130 0 2 (1.52) 100 – – 1.0
0 2
No diagnosis 28 7 99 (75.0) 92.4 0.80 (0.06)*** 0.84 –
3 94
Lifetime feeding 129 1 2.5 (1.89) 99.2 0.80***
(0–3 × 10−4)
– 0.67 (0.56–0.75)
0 2
Sleeping I (settling at bedtime) 108 2 21 (15.91) 95.5 0.83 (0–3 × 10−4)*** 0.88 0.92 (0.89–0.94)
4 18
Sleeping II (throught the night) 87 3 42.5 (32.2) 96.2 0.91 (0–3 × 10−4)*** 0.92 0.95 (0.94–0.97)
2 40
Severe form of sleeping II 97 4 31.5 (23.86) 94.7 0.85 (0–3 × 10−4)*** 0.88 0.93 (0.90–0.95)
3 28
Excessive crying 106 0 26.5 (20.08) 100 0.98 (0–3 × 10−4)*** – 0.97 (0.95–0.98)
1 26
No diagnosis 65 5 64.5 (48.86) 96.2 0.92 (0–3 × 10−4)*** – –
0 62
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Nevertheless, a valuable approach might be to assess con-
cordant validity of the Baby-DIPS with other assessment 
methods [46]. Here, different methods that assess crying, 
feeding and sleeping habits as questionnaires, diaries or 
psychophysiological measurements (e.g., sleep EEG) might 
confirm the validity of the Baby-DIPS diagnostic criteria. 
When this has been done, high agreement between meas-
ures and interview have been found [47, 48].
Table 4 Means (SD) for the acceptance questionnaires for participants and interviewers for different settings and pres-
ence of regulatory problems
Overall satisfaction rated on scale of 0 to 100 (0 = not at all satisfied, 100 = totally satisfied); all other items rated on a scale of 0 to 3 (0 = disagree, 1 = slightly 
agree, 2 = almost completely agree, 3 = completely agree); Items 1–10 are given in full in Additional file 1: Appendix S1. Items 2, 4–6, 9, 12 and 13 were negatively 
formulated in the participants’ version and items 2–4 and 6–9 in the interviewer’s version. Negative formulated items were reversed so that a higher number means 
less agreement with the negative statement and higher satisfaction
1 Four participants and two interviewers did not filled in the scale measuring the overall satisfaction
Item no. Item All participants 
(N = 48)
Setting I  
(at home; n = 31)
Setting II  
(at University; 
n = 17)
Regulatory  
problem present 
(n = 32)
Regulatory problem 
absent (n = 16)
Acceptance questionnaire for participants
Overall satisfaction1 88.57 (11.03) 90.40 (10.71) 85.53 (11.17) 86.90 (11.02) 92.14 (10.57)
1 Felt comfortable 2.73 (0.57) 2.74 (0.63) 2.71 (0.47) 2.63 (0.66) 2.94 (0.25)
2 Computer scared me 2.94 (0.25) 2.97 (0.18) 2.88 (0.33) 2.91 (0.30) 3.0 (0)
3 Would participate 
again
2.79 (0.46) 2.84 (0.37) 2.71 (0.59) 2.75 (0.51) 2.87 (0.34)
4 Wished to cancel 2.85 (0.55) 2.81 (0.65) 2.94 (0.24) 2.87 (0.42) 2.81 (0.75)
5 More confused 2.96 (0.20) 2.94 (0.25) 3.0 (0) 2.97 (0.18) 2.94 (0.25)
6 Questions too private 2.85 (0.51) 2.87 (0.34) 2.82 (0.73) 2.81 (0.59) 2.94 (0.25)
7 Recommend partici‑
pation
2.50 (0.65) 2.55 (0.57) 2.41 (0.80) 2.41 (0.71) 2.69 (0.48)
8 Positive relationship 2.81 (0.64) 2.74 (0.77) 2.94 (0.24) 2.84 (0.57) 2.75 (0.78)
9 Exhausting 2.77 (0.59) 2.81 (0.48) 2.71 (0.77) 2.69 (0.69) 2.94 (0.25)
10 Felt well‑understood 2.54 (0.58) 2.61 (0.56) 2.41 (0.62) 2.47 (0.62) 2.69 (0.48)
11 Detailed questioning 2.43 (0.68) 2.5 (0.63) 2.29 (0.77) 2.25 (0.72) 2.80 (41)
12 Typing was annoying 2.85 (0.62) 3.0 (0) 2.59 (1.0) 2.78 (0.75) 3.0 (0)
13 Felt questioned 2.79 (0.58) 2.71 (0.69) 2.94 (0.24) 2.87 (0.34) 2.63 (0.89)
14 Better understanding 0.25 (0.64) 0.23 (0.67) 0.29 (0.59) 0.22 (0.61) 0.31 (0.70)
Acceptance questionnaire for interviewers
Overall satisfaction1 85.37 (13.97) 85.62 (11.14) 84.94 (18.20) 84.97 (15.96) 86.29 (8.18)
1 Conducted in all 
conscience
2.52 (0.55) 2.55 (0.57) 2.47 (0.51) 2.53 (0.57) 2.5 (0.52)
2 Mistakes 2.67 (0.52) 2.65 (0.49) 2.71 (5.9) 2.72 (0.52) 2.56 (0.51)
3 Exhausting 2.58 (0.71) 2.68 (0.60) 2.41 (0.87) 2.56 (0.76) 2.62 (0.62)
4 Questions too 
detailed
2.65 (0.64) 2.55 (0.72) 2.82 (0.34) 2.63 (0.71) 2.69 (0.48)
5 Extensive information 2.56 (0.54) 2.58 (0.56) 2.53 (5.1) 2.62 (0.55) 2.44 (0.51)
6 Typing was annoying 2.56 (0.62) 2.71 (0.53) 2.29 (6.9) 2.47 (0.67) 2.75 (0.45)
7 Computer scared me 3.0 (0) 3.0 (0) 3.0 (0) 3.0 (0) 3.0 (0)
8 Questions too private 2.88 (0.33) 2.90 (3.0) 2.82 (0.39) 2.87 (0.34) 2.88 (0.34)
9 Did not report eve‑
rything
2.33 (1.0) 2.26 (1.10) 2.47 (0.87) 2.44 (0.95) 2.13 (1.15)
10 Differentiated per‑
ception
2.44 (0.62) 2.39 (0.67) 2.53 (0.51) 2.50 (0.62) 2.31 (0.60)
11 Positive relationship 2.44 (0.58) 2.48 (0.51) 2.35 (0.70) 2.56 (0.50) 2.44 (0.51)
12 Participant’s coopera‑
tion
2.46 (0.62) 2.19 (0.65) 2.71 (0.47) 2.16 (0.72) 2.25 (0.76)
13 Empathy 2.15 (0.71) 2.19 (0.65) 2.06 (0.83) 2.13 (0.72)
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Second, the present sample is not representative with 
regard to socio-demographic status of the population of 
mothers and fathers with babies since it includes an unse-
lected community sample of predominantly first-time 
mothers. Thus, future studies with larger sample sizes 
are needed to test for age effects on inter-rater reliability. 
The investigation of the inter-rater reliability in selected 
population-like samples with high neonatal risk factors, 
such as preterm birth or maternal depression would fur-
thermore be of value.
In addition, only mothers were interviewed in the pre-
sent study whereas in clinical practice, the mother, the 
father or both parents can be interview partners. The 
investigation of the psychometric properties of the Baby-
DIPS and the acceptance of the interview with fathers 
and couples would therefore give a more complete pic-
ture of the clinical usability of the Baby-DIPS. Finally, the 
sample of mothers who completed the acceptance ques-
tionnaire was small. The generalizability of the accept-
ance outcomes should therefore be investigated in future 
studies with a larger sample size.
Third, the diagnostic criteria for RPs are constantly 
changing due to revisions of the major classification sys-
tems such as the DSM-5 [33] and guidelines for RPs in 
infancy (e.g., Zero to Three, [33]). The use of the diag-
nostic criteria for sleeping problems provided by Wolke 
[49] might have led to an overestimation of the preva-
lence of sleeping problems in the current sample. One 
possible explanation might be that Wolke provided an 
earlier age of onset (6 vs. 12 months) than the DC: 0-3R 
guidelines (12  months; awaken >30 min) (2005). The 
age delimiter of 6-respectively 12  months of age is still 
debated. The age delimiter of 6 months were used in this 
study because current research showed that infants are 
in state resettle themselves without parental support in 
the first three month of age [50]. Additionally, the crite-
rion of how long a child must be awake at night to fulfill 
the criterion is different between the Baby-DIPS (asking 
for attention until parents come) and other criteria sets 
[32, 33] (awaken >30 min.) and thus leading to different 
prevalence rates. More empirical data is therefore needed 
to validate the current diagnostic criteria. Nevertheless, 
the Baby-DIPS must be regularly adapted to the latest 
versions of the common diagnostic guidelines since the 
reliability of a diagnostic interview in particular depends 
on the sensitivity of the underlying classification system 
to differentiate clinical significant from non-significant 
diagnostic criteria [51].
Finally, coefficients for the inter-rater reliability could 
not be examined for RPs with a lower prevalence rate of 
10 because the base rate dependency of kappa coefficients 
might lead to an underestimation of the inter-rater con-
cordance [40]. In the present study this was the case for 
feeding problems and current excessive crying. Inter-
rater reliability must be therefore investigated in future 
studies with a larger or a clinical sample that comprises 
higher numbers of feeding problems and current exces-
sive crying.
Conclusion
The present findings support that the Baby-DIPS is a reli-
able instrument to assess excessive crying and sleeping 
problems in infants. The interviewers and participants 
showed high acceptance of the computer-assisted inter-
view across different settings unrelated to the existence of 
RPs, indicating that the interview is feasible in the clinical 
practice. The present findings are to be complemented by 
the evaluations of the test re-test reliability and the valid-
ity of the Baby-DIPS.
Abbreviations
RP: regulatory problem; DIPS: diagnostisches interview für psychische störun‑
gen (diagnostic interview for mental health problems); Baby‑DIPS: diagnos‑
tisches interview für regulationsprobleme im säuglings–und kleinkindalter 
(diagnostic interview for regulatory probelms in infancy).
Authors’ contributions
SSch, DW and MB designed the research, MH, SF and LP conducted the 
research, SF and LP analyzed the data, LP drafted the manuscript and SSee, 
SSch, DW, MH, SF and MB provided critical feedback. All authors read and 
approved the final manuscript.
Author details
1 Clinical Child and Adolescent Psychology, Ruhr‑Universität Bochum, Massen‑
bergstraße 9‑13, 44787 Bochum, Germany. 2 Department of Developmental 
Psychopathology, Child and Adolescents Psychiatric Clinic, University Basel, 
Schanzenstrasse 13, 4056 Basel, Switzerland. 3 Department of Psychology 
and Health Sciences Research Institute, Warwick Medical School, University 
of Warwick, Coventry CV47AL, UK. 4 School of Psychology, University of Wai‑
kato, Private Bag 3105, Hamilton 3240, New Zealand. 
Acknowledgements
We acknowledge support by the RUB international funding program, the 
German Research Foundation and the Open Access Publication Funds of the 
Ruhr‑Universität Bochum, Germany, the National Centre of Competence in 
Research (NCCR), Swiss Etiological Study of Adjustment and Mental Health 
(sesam) and the Swiss National Science Foundation (SNF) (project no. 51A240‑
104890). We thank all the mothers who participated in this research. Thank 
you to Laura Manco, Leonie Wanner and Jasmin Stefanovic for help with data 
collection.
Competing interests
The authors declare that they have no competing interests.
Received: 9 October 2015   Accepted: 10 June 2016
Additional files
Additional file 1: Appendix 1. Participant acceptance questionnaire.
Additional file 1: Appendix 2. Interviewer acceptance questionnaire.
Page 9 of 10Popp et al. Child Adolesc Psychiatry Ment Health  (2016) 10:21 
References
 1. Bolten M. Infant psychiatric disorders. Eur Child Adolesc Psychiatry. 
2013;22(1):69–74. doi:10.1007/s00787‑012‑0364‑8.
 2. Papoušek M, von Hofacker N. Persistent crying in early infancy: 
a non‑trivial condition of risk for the developing mother‑
infant relationship. Child Care Health Dev. 1998;24(4):395–424. 
doi:10.1046/j.1365‑2214.2002.00091.x.
 3. Richter N, Reck C. Positive maternal interaction behavior moderates the 
relation between maternal anxiety and infant regulatory problems. Infant 
Behav Dev. 2013;36(4):498–506. doi:10.1016/j.infbeh.2013.04.007.
 4. Stores G. Sleep disorders. In: Gillberg C, Harrington R, Steinhausen H‑C, 
editors. A clinician’s handbook of child and adolescent psychiatry. Cam‑
bridge: University Press; 2006. p. 304–38.
 5. von Kries R, Kalies H, Papoušek M. Excessive crying beyond 3 months 
may herald other features of multiple regulatory problems. Arch Pediatr 
Adolesc Med. 2006;160(5):508–11. doi:10.1001/archpedi.160.5.508.
 6. Eddy KT, Thomas JJ, Hastings E, Edkins K, Lamont E, Nevins CM, et al. Prev‑
alence of DSM‑5 avoidant/restrictive food intake disorder in a pediatric 
gastroenterology healthcare network. Int J Eat Disord. 2015;48(5):464–70. 
doi:10.1002/eat.22350.
 7. Lindberg L, Bohlin G, Hagekull B. Early feeding problems in a normal 
population. Int J Eat Disord. 1991;10(4):395–405. doi:10.1002/1098‑
108X(199107)10:4<395:AID‑EAT2260100404>3.0.CO;2‑A.
 8. Winsper C, Wolke D. Infant and toddler crying, sleeping and feeding 
problems and trajectories of dysregulated behavior across child‑
hood. J Abnorm Child Psychol. 2014;42(5):831–43. doi:10.1007/
s10802‑013‑9813‑1.
 9. Schmid G, Schreier A, Meyer R, Wolke D. A prospective study 
on the persistence of infant crying, sleeping and feeding prob‑
lems and preschool behaviour. Acta Paediatr. 2010;99(2):286–90. 
doi:10.1111/j.1651‑2227.2009.01572.x.
 10. Hemmi MH, Wolke D, Schneider S. Associations between problems with 
crying, sleeping and/or feeding in infancy and long‑term behavioural 
outcomes in childhood: a meta‑analysis. Arch Dis Child. 2011;96(7):622–9. 
doi:10.1136/adc.2010.191312.
 11. Degangi GA, Breinbauer C, Roosevelt JD, Porges S, Greenspan S. Predic‑
tion of childhood problems at three years in children experiencing disor‑
ders of regulation during infancy. Infant Mental Health J. 2000;21(3):156–
75. doi:10.1002/1097‑0355(200007)21:3<156:AID‑IMHJ2>3.0.CO;2‑D.
 12. Mothander PR, Moe RG. Infant mental health assessment: the use of 
DC 0‑3 in an outpatient child psychiatric clinic in Scandinavia. Scand J 
Psychol. 2008;49(3):259–67. doi:10.1111/j.1467‑9450.2008.00632.x.
 13. Sidor A, Fischer C, Eickhorst A, Cierpka M. Influence of early regulatory 
problems in infants on their development at 12 months: a longitudi‑
nal study in a high‑risk sample. Child Adolesc Psychiatry Ment Health. 
2013;7(35):1–14. doi:10.1186/1753‑2000‑7‑35.
 14. Yucel D, Downey DB. Assessing the advantages of a multi‑method 
approach: measuring mothering with data from the early childhood 
longitudinal study—birth cohort. Soc Sci Res. 2010;39(6):894–911. 
doi:10.1016/j.ssresearch.2010.02.008.
 15. Heubrock D, Petermann F. Diagnostik in der klinischen Kinderpsycholo‑
gie. In: Petermann F, Reinecker H, editors. Handbuch der Klinischen 
Psychologie und Psychotherapie Göttingen: Hogrefe; 2005. p. 178–90.
 16. Joiner TE, Walker RL, Pettit JW, Perez M, Cukrowicz KC. Evidence‑based 
assessment of depression in adults. Psychol Assess. 2005;17(3):267–77. 
doi:10.1037/1040‑3590.17.3.267.
 17. Silverman WK, Ollendick TH. Evidence‑based assessment of anxiety and 
its disorders in children and adolescents. J Clin Child Adolesc Psychol. 
2005;34(3):380–411. doi:10.1207/s15374424jccp3403_2.
 18. Costello EJ, Egger H, Angold A. 10‑year research update review: the 
epidemiology of child and adolescent psychiatry disorders: I. meth‑
ods and public health burden. J Am Acad Child Adolesc Psychiatry. 
2005;44(10):972–86. doi:10.1097/01.chi.0000172552.41596.6f.
 19. In‑Albon T, Dubi K, Adornetto C, Blatter‑Meunier J, Schneider S. Neue 
Ansätze in der Diagnostik von Angststörungen im Kindes‑ und Jugen‑
dalter und deren Gütekriterien. Klinische Diagnostik und Evaluation. 
2011;4:133–47.
 20. Bowen DJ, Kreuter M, Spring B, Cofta‑Woerpel L, Linnan L, Weiner D, et al. 
How we design feasibility studies. Am J Prev Med. 2009;36(5):452–7. 
doi:10.1016/j.amepre.2009.02.002.
 21. Hoyer J, Ruhl U, Scholz D, Wittchen H‑U. Patients’ feedback after 
computer‑assisted diagnostic interviews for mental disorders. Psychother 
Res. 2006;16(3):357–63. doi:10.1080/10503300500485540.
 22. Jonasson B, Jonasson U, Ekselius L, von Knorring L. The feasibility of a 
new intake routine to assess substance use disorders by means of a 
structured interview. Gen Hosp Psychiatry. 1997;19(1):36–41. doi:10.1016/
S0163‑8343(96)00088‑6.
 23. Marshall RD, Spitzer RL, Vaughan SC, Vaughan R, Mellman LA, MacKinnon 
RA, et al. Assessing the subjective experience of being a participant in 
psychiatric research. Am J Psychiatry. 2001;158(2):319–21.
 24. Suppiger A, In‑Albon T, Hendriksen S, Hermann E, Margraf J, Schneider 
S. Acceptance of structured diagnostic interviews for mental disorders 
in clinical practice and research settings. Behav Ther. 2009;40(3):272–9. 
doi:10.1016/j.beth.2008.07.002.
 25. Zahner GE. The feasibility of conducting structured diagnostic 
interviews with preadolescents: a community field trial of the 
DISC. J Am Acad Child Adolesc Psychiatry. 1991;30(4):659–68. 
doi:10.1097/00004583‑199107000‑00020.
 26. Schneider S, Wolke D. Structured diagnostic interview for regulatory 
problems (Baby‑DIPS) [Measurement instrument]. Basel: University of 
Basel; 2007.
 27. Schneider S, Margraf J. Diagnostisches Interview bei psychischen Störun‑
gen (DIPS). 4th ed. Berlin: Springer; 2009.
 28. Bruchmüller K, Margraf J, Suppiger A, Schneider S. Popular or unpopu‑
lar? Therapists’ use of structured interviews and their estimation of 
patient acceptance. Behav Ther. 2011;42(4):634–43. doi:10.1016/j.
beth.2011.02.003.
 29. Wolke D, Eryigit‑Madzwamuse S, Gutbrod T. Very preterm/very low 
birthweight infants’ attachment: infant and maternal characteristics. Arch 
Dis Child. 2014;99:70–5. doi:10.1136/archdischild‑2013‑303788.
 30. Wessel MA, Cobb JC, Jackson EB, Harris GS, Detwiler AC. Paroxysmal fuss‑
ing in infancy, sometimes called colic. Pediatrics. 1954;14:421–34.
 31. American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders. 4 ed. Diagnostic and statistical manual of mental disor‑
ders. Arlington, VA: American Psychiatric Association; 2003.
 32. Task Force on Research Diagnostic Criteria. Infancy and preschool. 
research diagnostic criteria for infants and preschool children: the 
process and empirical support. J Am Acad Child Adolesc Psychiatry. 
2003;42(12):1504–12. doi:10.1097/00004583‑200312000‑00018.
 33. ZERO TO THREE. DC:0‑3R: Diagnostic classication of mental health and 
developmental disorders of infancy and early childhood (rev.). Washing‑
ton DC: Zero to Three Press; 2005.
 34. Cohen J. A coefficient of agreement for nominal scales. Educ Psychol 
Meas. 1960;20:37–46.
 35. Fleiss JL. Statistical methods for rates and proportions. 2nd ed. New York: 
John Wiley & Sons Inc; 1981.
 36. Vach W. The dependence of Cohen’s kappa on the prevalence 
does not matter. J Clin Epidemiol. 2005;58(7):655–61. doi:10.1016/j.
jclinepi.2004.02.021.
 37. Neuschwander M, In‑Albon T, Adornetto C, Roth B, Schneider S. Inter‑
rater reliability of the Diagnostic Interview bei psychischen Störungen 
im Kindes–und Jugendalter (Kinder‑DIPS). Z Kinder Jugendpsychiatr 
Psychother. 2013;41(5):319–34. doi:10.1024/1422‑4917//a000247.
 38. Suppiger A, In‑Albon T, Herren C, Bader K, Schneider S, Margraf J. Reli‑
ability of the structured diagnostic interview for mental disorders (DIPS 
for DSMIV‑TR) in clinical routine. Verhaltenstherapie. 2008;18:237–44.
 39. Yule G. On the methods of measuring association between two attrib‑
utes. J R Stat Soc. 1912;75(6):579–642. doi:10.2307/2340126.
 40. Spitznagel EL, Helzer JE. A proposed solution to the base rate problem in 
the kappa statistic. Arch Gen Psychiatry. 1985;42(7):725–8.
 41. Bartko JJ. Measurement and reliability: statistical thinking considerations. 
Schizophr Bull. 1991;17(3):483–9.
 42. Bartko JJ. The intraclass correlation coefficient as a measure of reliability. 
Psychol Rep. 1966;19(1):3–11.
 43. Cho DW. Inter‑rater reliability: intraclass correlation coefficients. Educ 
Psychol Meas. 1981;41(1):223–6. doi:10.1177/001316448104100127.
 44. In‑Albon T, Suppiger A, Schlup B, Wendler S, Margraf J, Schneider S. 
Validity of the Diagnostisches Interview bei psychischen Störungen 
(DIPS für DSM‑IV‑TR). Z Klin Psychol Psychother. 2008;37(1):33–42. 
doi:10.1026/1616‑3443.37.1.33.
Page 10 of 10Popp et al. Child Adolesc Psychiatry Ment Health  (2016) 10:21 
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
 45. Kessler RC, Abelson J, Demler O, Escobar JI, Gibbon M, Guyer ME, et al. 
Clinical calibration of DSM‑IV diagnoses in the World Mental Health 
(WMH) version of the World Health Organization (WHO) Composite 
International Diagnostic Interview (WMH‑CIDI). Int J Methods Psychiatr 
Res. 2004;13(2):122–39. doi:10.1002/mpr.169.
 46. Sadeh A. Assessment of intervention for infant night waking: parental 
reports and activity‑based home monitoring. J Consult Clin Psychol. 
1994;62(1):63–8. doi:10.1037/0022‑006X.62.1.63.
 47. St James‑Roberts I, Hurry J, Bowyer J. Objective confirmation of cry‑
ing durations in infants referred for excessive crying. Arch Dis Child. 
1993;68(1):82–4.
 48. American Psychiatric Association. Diagnostic and statistical manual of 
mental disorders. 5th ed. Washington, DC: Author; 2013.
 49. Wolke D (2009) Regulationsstörungen. In: Margraf J, editor. Lehrbuch der 
Verhaltenstherapie, 2nd ed. Berlin: Springer, p. 296–312
 50. StJames‑Roberts I, Roberts M, Hovish K, Owen C. Video evidence that 
London infants can resettle themselves back to sleep after waking in the 
night, as well as sleep for long periods, by 3 months of age. J Dev Behav 
Pediatr. 2015;36(5):324–9. doi:10.1097/DBP.0000000000000166.
 51. Mohr C, Schneider S. Anxiety disorders. Eur Child Adolesc Psychiatry. 
2013;22:17–22. doi:10.1007/500787‑012‑0356‑8.
